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The main purpose of this study was to determine if there
was a statistically significant difference in depression and
pain perception between those adults with chronic low back
pain who participated in a specific group therapy program
and those who did not. The Beck Depression Inventory (BDI)
and the Visual Analogue Scales (VAS) were administered to
fifty-four adults with chronic low back pain. The subject
pool consisted of fifteen males and thirty-nine females who
sought treatment at the Pain Treatment Center of a major
university school of medicine in the southeastern United
States.
Volunteers who scored sixteen or higher on the BDI
participated in the study. Subjects for the study were
randomly assigned to an experimental and a control group
with twelve persons in each. Both groups underwent
pretesting and posttesting using the BDI and VAS. The
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experimental group participated in a four-week group
intervention program developed by the researcher. The data
were analyzed using the t_ test and the Pearson Correlation
Coefficient with a significance level of .05.
The results of this study suggest that the group therapy
program alleviated depression among the adults with chronic
low back pain. The results did not show that this
intervention had any significant effect on their pain
perception.
Further, there was no relationship between the age of
the adults with chronic low back pain and their depression.
There was no relationship between the age of the adults with
chronic low back pain and their pain perception.
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Depression and chronic low back pain are major health
problems. In the adult population, a significant
relationship exists between the level of depression and the
intensity of the experienced pain reactions (Getto 1988).
Several studies (France et al. 1986, Keefe et al. 1986, Love
1988, Smith et al. 1986) indicated that depression occurs in
most chronic pain cases. Getto (1988) remarked that
depressed clients have frequent pain complaints indicating
that depression begins at the onset of pain.
Chronic pain is a rather common and distressing problem
in the United States (Follick, Ahern, and Aberger 1987). It
is estimated that over fifty million Americans are either
partially or totally disabled by chronic pain (Follick,
Ahern, and Aberger 1987). Furthermore, only 30 percent to
40 percent of chronic pain sufferers achieve relief from
drug and surgical interventions (Follick, Ahern, and Aberger
1987). Chronic pain symptoms have emotional symptoms that
include anxiety, depression, and chemical abuse (Follick,
Ahern, and Aberger 1987).
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Evolution of the Problem
The researcher has been working for the past five years
with a wide range of clients with different emotional
disorders, including clients reporting physical pain
primarily due to back injury. Experiences from working with
this group have reinforced the possibility that a
relationship exists between the levels of depression and
pain intensity.
The existence of a relationship between depression and
pain intensity has been supported by Melzack and Wall (1982)
who viewed it as being directly linked to the "Gate Control"
theory. This theory suggests that certain psychological
processes (i.e., suggestion and attention) influence pain
perception and response.
Statement of the Problem
France et al. (1986) remarked that chronic pain is one
of the most significant health problems warranting treatment
in clinical practice. Despite the considerable amount of
research conducted on the effect of group therapy on
depression (Hollon and Evans 1983, Marshall and Mazie 1987,
Turner 1982, Wierzbicki and Bartlett 1987), few studies
combined the use of cognitive therapy and autogenic training
in a group therapy format with clients suffering from
chronic low back pain.
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France et al. (1986) remarked that depression is often
found in chronic pain syndromes. More importantly, France
et al. (1986) found that in many cases depression follows
the onset of pain. This study focused on identifying the
extent to which the addition of autogenic components to a
group therapy program using cognitive therapy techniques
enhances intervention effectiveness for clients suffering
from depression induced by chronic low back pain.
Purpose of the Study
The purpose of this study was to determine the
effectiveness of a group therapy process using a combination
of autogenic training and cognitive therapy techniques for
adult clients suffering from chronic low back pain as
compared to the control group.
Research Questions
This study addressed the following questions:
1. Is there a statistically significant difference in
depression between clients with chronic low back pain who
participated in the group therapy program and those who did
not?
2. Is there a statistically significant difference in
pain perception between clients with chronic low back pain
who participated in the group therapy program and those who
did not?
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3. Is there a relationship between depression and age
of clients with chronic low back pain?
4. Is there a relationship between pain perception and
age of clients with chronic low back pain?
Statement of Hypotheses
The following hypotheses were tested:
1. There will be no statistically significant
difference in depression between clients with chronic low
back pain who participated in the group therapy program and
those who did not.
2. There will be no statistically significant
difference in pain perception between clients with chronic
low back pain who participated in the group therapy program
and those who did not.
3. There will be no statistically significant
correlation between depression and age of clients with
chronic low back pain.
4. There will be no statistically significant
correlation between pain perception and age of clients with
chronic low back pain.
Definition of Terms
Certain words are used in a specialized context for the
purpose of this study. Those terms are operationally
defined as follows
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1. Group therapy: Four two-hour sessions comprised of
activities selected by the researcher including the
cognitive therapy techniques, relaxation (autogenic
training), education, group processing, and journal writing.
2. Depression: This refers to a clinical syndrome
"consisting of lowering of mood-tone (feeling of painful
dejection), difficulty in thinking, and psychomotor
retardation" (Hinsie and Campbell 1970, 200). Depression is
operationally defined in this study as scores of sixteen or
above on the Beck Depression Inventory (BDI).
3. Adult: An individual who is eighteen to seventy-
five years of age.
4. Chronic low back pain: "Is defined as pain in the
lumbrosacral region occurring daily for more than six months
with pain being the major complaint by the patient" (France
et al. 1986, 128).
5. Pain perception: The intensity of physical pain
as perceived by an individual (Carlsson 1983).
6. Autogenic training: A form of relaxation technique
which produces feelings of warmth throughout one's body and
also feelings of heaviness in the muscles of one's
extremities (Pelletier 1977).
Scope and Delimitations of the Study
1. This study was limited to clients with chronic low
back pain who were experiencing depression.
2. This study was limited to the clients between the
ages of eighteen and seventy-five.
CHAPTER II
REVIEW OF LITERATURE
The related literature was reviewed for the purpose of
focusing on the specific relationship between group therapy
and depression related to low back pain. The two purposes
for conducting the review were (1) to present current
perspectives related to the topic and (2) to determine how
the research herein presented interfaces with these
perspectives. The review purposely covered three topics
related to the research: (1) the nature of depression, (2)
the relationship between depression and low back, pain, and
(3) intervention for depression in chronic low back pain.
The Nature of Depression
Everyone experiences depression at some point in life,
whether it be after the death of a loved one or a move to a
new town (Hammer 1972). The term depression has numerous
meanings and is commonly used as a construct or as a
manifestation of a number of specific behaviors, such as
apathy and inactivity (Lewinsohn, Biglan, and Zeiss 1976).
In addition, there are a number of other symptoms also
associated with depression (i.e., agitation and insomnia)
(Covi 1986). As a construct, depression is frequently
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neither clearly defined nor consistent with different
clinicians (Lewinsohn, Biglan, and Zeiss 1976).
In psychology, emotions are thought of as hypothetical
constructs (Chang 1985) and must be operationally defined.
Chang (1985), citing Plutchnik, remarked that observations
of behavior, measurements of physiological changes, and
reports of subjective feelings are the operational
definitions of an emotion.
In respect to the etiology of depression, Covi (1986)
classified it into six categories:
1. Endogenicity: This form of depression is not
necessarily preexisting but generally has an organic nature
in the absence of exogenous precipitant factors.
2. Somatic disorders as precipitants: The precipitant
factors in this category are number of medical complications
(i.e., endocrine dysfunctions such as hyper or hypo
pituitarism) , number of vitamin deficiencies, infectious
disease, certain neurological disorders, metabolic disorder,
and various types of malignancies.
3. Psychosocial factors as precipitants: The
precipitant factors in this category are generally caused by
certain life circumstances. Covi (1986) stated that studies
by Paykel showed an increase of undesirable events in
depressed versus general population (i.e., divorce, death,
etc.) .
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4. Genetic predisposition: Covi (1986) stated that
various studies of twins support the theory of a biological
basis for bipolar depression.
5. Acquired predisposition: Covi (1986) defined this
as an individual's concept development in earlier life.
6. The etiological aspects, a synthesis: The present
knowledge supports the strong relationship between
endogenous and nonendogenous depression (Covi 1986).
Hammer (1972) identified five basic psychodynamic
factors operating in almost every case of depression. These
are self-esteem, feelings of loss of self, need for
protection, repressed hostility, and sense of guilt.
The severity and duration of depressive disorders
include a range of biological, psychological, and behavioral
dysfunctions (Marsella, Hirschfeld, and Katz 1987). There
is the experience of normal depression, in which a person
may feel a slight period of sadness. The mood associated
with normal depression usually lasts about a week (Marsella,
Hirschfeld, and Katz 1987). If the mood continues for a
period of more than a week, the problem has then passed the
level of normal depression and reached a state of clinical
depression, which may warrant professional care (Marsella,
Hirschfeld, and Katz 1987).
In the past twenty years, literally hundreds of
methodical studies have estimated that at least 12 percent
of the adult population have experienced or will have an
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episode of depression (Beck et al. 1979). It was shown that
among adults higher depressive symptoms appear to be related
to young adulthood (Kleinke and Spangler 1988). Although
there appear to be conflicting results concerning age, the
relationship between age and depression warrants
consideration.
Relationship Between Depression
and Low Back Pain
Chronic pain is one of the most prevalent and costly
health problems facing the nation. Chronic pain may become
quite debilitating and can result in depression (Doan and
Wadden 1989). Furthermore, Doan and Wadden (1989) indicated
that depression in clients with chronic pain is often
overlooked. Rarely does chronic pain have a single cause
but is instead the result of multiple, interacting causes
(Melzack and Wall 1982). An estimated one-third of all
Americans will suffer from chronic pain warranting treatment
(France et al. 1986). Of the four leading causes of chronic
pain states (back conditions, headaches, arthritis, and
cancer), chronic back pain appears to be the most
significant and the costliest (Houpt et al. 1979). Weiner
(1989) claimed that there are as many as seven million low
back pain clients in the United States.
Chronic low back pain is often associated with
depression, but the exact relationship, however, remains
unclear. It is known that almost all chronic pain clients
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experience some form of depression. Whereas some clients
may become genuinely depressed, others will attempt to mask
their depression with continued and intensified complaints
of pain. Viewed from a behavioral perspective, Getto
(1988), citing Fordyce, noted that the experience of chronic
pain and the experience of depression are similar, as both
result from a lack of positive reinforcement. Chronic pain
has a tendency to interfere with some or all of the usual
activities of daily living that are the sources of positive
reinforcement, such as pleasure and enjoyment (Getto 1988).
As the pain worsens, interference into more activities
increases, and the client experiences depression because of
lack of contact with sources of positive reinforcement which
could be obtained from completion of these activities. In a
study by Romano et al. (1988) of the relationship between
pain and depression, it was observed that significant
decreases in pain were directly associated with decreases in
depression induced by chronic pain.
Intervention for Depression in
Chronic Low Back Pain
Various types of interventions (i.e., hypnotherapy,
operant conditioning, etc.) have been utilized in the
treatment of depression among chronic pain sufferers (Tan
1982, Turner and Chapman 1982). Among the many types used,
cognitive therapy appears to be the most effective as
opposed to nondirective group therapy and no treatment at
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all (Marshall and Mazie 1987). Cognitive therapy employs
such strategies as coping skills, cognitive restructuring,
and stress inoculation. These methods attempt to modify
thought processes to relieve pain (Beck et al. 1979).
Cognitive therapy, developed by Beck et al. (1961) and
used in several research studies (Hollon and Evans 1983, Tan
1982, Turner 1982), has been shown to be effective in the
treatment of depression. Consequently, a number of
cognitive therapy techniques and their basic ideas were
included in the group therapy program designed for this
study.
Cognitive therapy has been used to treat many different
kinds of chronic pain (Beck et al. 1979, Tan 1982) as well
as low back pain. Elton, Stanley, and Burrows (1983),
citing Spear, noted that most chronic pain clients are
depressed and vice versa. Because of this, most cases are
mislabeled.
Two cognitive components which appear to contribute to
depression in clients with chronic low back pain are
catastrophizing (Turner and Clancy 1986) and cognitive
distortions (Smith et al. 1986). Because the above
components are associated with depression in chronic low
back pain, the studies show that as these false assumptions
are corrected during the course of cognitive therapy, pain
intensity diminishes (Turner and Clancy 1986, Smith et al.
1986).
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Another intervention strategy employed is autogenic
training. Autogenic training, which is a form of
relaxation, was developed by German psychiatrist Johannes H.
Schultz in 1932 (Mason 1980). This technique was developed
through Schultz's clinical experiences with hypnosis. This
technique, which leads to deep relaxation, consists of
repeating certain phrases as the individual focuses on a
particular part of the body. Turner (1982), who provided
progressive relaxation training in chronic low back pain,
and Gerschman (1981), who utilized autogenic training,
reported significant decreases in depression with this
population. In addition, autogenic training has been
reported to be quite effective in the group format (Vilhar
1978) .
Group therapy has been shown to be effective in the
treatment of depression (Marshall and Mazie 1987, Turner
1982, Wierzbicki and Bartlett 1987). Cognitive group
therapy, a relatively new development used in the treatment
of chronic low back pain in comparison to other group
therapies, appears to be the most prevalent approach in
lowering of depression in clients with pain, particularly
chronic low back pain (Turner 1982).
In summary, the review of literature suggests that
autogenic training, group therapy, and cognitive group
therapy in particular are the treatment choices for
depression in chronic low back pain clients. These
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intervention strategies have seldom been used in combination
with the adult population of chronic low back pain in a
group format.
The study's focus now turns to the relationship between
depression and chronic pain, specifically chronic low back
pain. Turner (1982), France et al. (1986), and Love (1988)
have studied cases of depression induced by chronic low back
pain. These studies indicate that cognitive group
interventions have beneficial effects for the treatment of
chronic pain induced depression.
A few studies (Chapman 1985, Turner 1982, Vilhar 1978)
also reported that autogenic training relieves the distress
of clients suffering from chronic pain. However, there is a
paucity of evidence confirming the efficacy of packaged
interventions consisting of combined autogenic training and
cognitive therapy techniques for clients suffering from
depression induced by chronic low back pain.
Hollon and Evans (1983), Tan (1982), and Turner (1982)
have shown that cognitive therapy yields results in
treatment of depression induced by chronic pain. Chronic
pain clients have often reported a variety of life problems
such as irritability, helplessness, hopelessness, and
insomnia linked with depression (Turk, Meichenbaum, and
Genest 1983) .
Kleinke and Spangler (1988) suggested that life
problems of younger and older adults vary. Intervention
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programs result in different outcomes with these two age
groups. Thus responsiveness to intervention programs may
be influenced by age. A few other studies in cognitive
therapy and autogenic training analyzed responsiveness to
intervention as a function of client age.
The extensive work of John E. Sarno, M.D. documented
the relationship between psychology and back pain (1991).
He identified certain psychological and stress factors which
are associated with back pain. Sarno (1991, 70) indicated
that his twenty years of research and treatment of back pain
"has evolved in response to a clear-cut diagnostic concept—
that the pain syndromes are the result of the mind-body
interaction." Sarno's (1991) work focused on the ability of
patients to heal themselves through certain mental
exercises. The similarity between Sarno's (1991) work and
the research reported herein is found in two patient-related
factors which undergird his therapy: (1) the importance of
gaining insight into the nature of the disorder and (2)
the realization that insight and action can lead to relief.
Summary of the Literature Review
The theoretical and empirical studies reviewed for
this study helped to place the research in contextual
perspective. The studies document the relationship between
pain and depression which effectively validates the
treatment prescribed herein. The reported therapeutic
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techniques have focused, with varying degrees of success,
on the role of the mind in the treatment process. The
literature supports the role of involving the client in his
or her treatment. Further, there is significant support for
teaching clients to actively change negative patterns of
thinking in order to effect changes in their health.
Although the literature has demonstrated various
attempts to involve clients in their therapy through a
psychological intervention, there was little evidence of a
group therapy program utilizing cognitive therapy techniques
and autogenic training in combination as a method.
Accordingly, the research reported herein should add
significantly to filling the void in this area.
CHAPTER III
METHODOLOGY
This study was experimental in nature, utilizing an
intervention program designed to reduce depression and pain
perception. It commenced in June of 1990 and terminated in
April of 1991. Methods of the study are detailed in this
chapter.
Site
The site for this study was Atlanta, Georgia, a large
metropolitan urban area with a racially heterogeneous
population. This site was chosen because of its
accessibility to the researcher.
Setting
The setting was the Pain Treatment Center of a major
university school of medicine in the southeastern part of
the United States. At this center, clients with a wide
range of pain disorders are evaluated, treated, and
rehabilitated. This setting was chosen because it is an
outpatient pain treatment center where clients are treated




This study utilized a pretest-posttest experimental
design in which all subjects were randomly assigned to the
experimental or control group. The experimental group
(N = 12) received treatment for four sessions, while the
control group (N = 12) did not participate in the treatment
(see table 1) .
Table 1.—Experimental Conditions (N = 24)
Group Condition Number of Subjects
Experimental Treatment 12
Control No Treatment 12
Total: 24
The treatment was the independent variable. The
dependent variables were depression as measured by the Beck
Depression Inventory (BDI) and pain perception as measured
by the Visual Analogue Scales (VAS).
Treatment
The purpose of the group therapy program, used as an
intervention in this study, was to reduce depression and
pain perception in the experimental adult subjects who were
suffering from chronic low back pain. The experimental
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group met for a total of eight hours spread over a period of
four weeks in sessions of two hours duration. These
sessions were held in the conference room of the Pain
Treatment Center.
Treatment Discussion
The purpose of using discussion was to facilitate group
cohesiveness and interaction by having members focus on
self, group, and the tasks necessary for the group to
progress toward group and individual goals. Five topics
were used for discussion by the group leader. The five
topics, which were developed by the researcher, were as
follows: (1) "Depression! Who Is Responsible?" (2) "Why
Monitor My Thoughts? What Good Is Awareness?" (3) "Moving
on with What I Have Learned," (4) "My Regrets and My Best
Wishes," and (5) "Coping with Depression."
The goal of the discussion topics was to enhance
clients' insight into the dynamics of their depression and
pain perceptions, so that they might have more options
available in possibly alleviating these conditions. The
five discussion topics are listed and described below.
1. "Depression! Who Is Responsible?" The purpose of
this discussion was to enhance group members' insight into
the way they contribute to their depression (i.e., mind
reading, which was defined as a person assuming that others
think of him or her in a positive or negative way) (Burns
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1980). Subsequently, the clients might be able to explore
further constructive alternatives in order to alleviate
their depression.
2. "Why Monitor My Thoughts? What Good Is Awareness?"
The purpose of this discussion was to assist clients in
identifying their negative thoughts, so that they might
explore more rational alternatives. This process helps to
alleviate clients' depression associated with their negative
thoughts.
3. "Moving on with What I Have Learned." The purpose
of this discussion was for clients to share how they are
going to use what they have learned in the session, so that
they can cope more effectively with their pain and
depression. Additionally, the discussion reinforced what
had been learned from previous sessions and encouraged
clients to use any points they had learned on a regular
basis (i.e., remaining active, monitoring negative thoughts,
etc.) .
4. "My Regrets and My Best Wishes." The purpose of
this discussion was to enhance the clients' insight in the
outcome of the sessions and to have group members leave the
group with a good feeling about their experience (i.e., the
clients express what they could have done differently in
group). In addition, members told how they wish to utilize
any points learned to help themselves in order to alleviate
their depression and pain perception in the future.
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5. "Coping with Depression." The purpose of this
discussion was to inform and educate clients regarding the
manner in which their negative thoughts result in negative
emotions, in order to provide clients with ways of dealing
with their depression (i.e., to be able to catch their
negative thoughts) more effectively (Beck and Greenberg
1974) .
Furthermore, clients were informed of the relationship
between thinking and feeling, listing of typical thinking
errors (i.e., negative interpretation of events) which
result in depression, and ways of changing these thinking
errors (Beck and Greenberg 197 4) .
Techniques and Activities
There were also a number of techniques and activities
used in this intervention program (i.e., autogenic training,
group processing, journal writing, and education). They are
described as follows:
Autogenic training. The purpose of this technique was
to lead a person to deep relaxation, so that he or she could
alleviate any muscle tension which had contributed to his or
her pain perception. Autogenic training is defined as a
form of relaxation technique which produces feelings of
warmth throughout one's body and also feelings of heaviness
in the muscles of one's extremities (Pelletier 1977). As
reported by Mason (1980), Schultz developed this form of
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relaxation in 1932 through clinical experiences with
hypnosis. Autogenic training consists of repeating certain
phrases (see Appendix A) as the person focuses on the
different body parts (i.e., arm, leg, neck and shoulder
muscles, etc.).
Group processing. The purpose of this technique was
for clients to gain more insight into their experience of
going through autogenic training, so that clients become
more aware of the effect of this training on their pain
perception. In this study, group processing was defined as
clients' self-evaluation following the autogenic training,
in regard to its impact on possibly alleviating their pain
perception. This activity, which was developed by the
researcher, was used to allow the clients to discuss and
process their personal experiences and feelings following
each autogenic training session.
Education. The purpose of this activity was to
increase the clients' knowledge in different areas in
relation to their depression and pain perception. In this
way, the clients would become more aware of the elements
contributing to their depression and pain perception (i.e.,
negative thoughts, etc.).
In this study, education was defined as information
provided to the clients which was related to the concepts of
depression and pain perception. The following educational
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topics were used in this study and were introduced to the
group members by the group leader.
1. "The Positive Benefits of Exercise." This topic
was defined as a positive physiological outcome of exercise
on a person's pain perception. The group leader, who
presented this topic in Session I, explained the positive
benefits of exercise (i.e., walking, swimming, etc.) on
depression and pain management. For example, the occurrence
of muscles weakening, especially those surrounding the
painful area, tends to be related to a person's inactivity
level. In addition, the more active a person is, the
stronger and more mobile he or she would become (Pelletier
1977) .
2. "Fight or Flight Response." The purpose of this
exercise was to familiarize the clients with their own
unique stress responses, so that by increasing their
awareness they could reduce the occurrence of these
responses (i.e., by coping with stress more effectively).
This concept was defined as a human arousal reaction when
exposed to major stress (Mason 1980). The Fight or Flight
Response encompasses a wide range of psychophysiological
processes. It is one of the ways in which a human being
copes with psychological and environmental stresses
(Pelletier 1977). A person's psychological stress response
may include some of the characteristics of the Fight or
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Flight Response (e.g., rapid breathing, increase of
heartbeat, sweating, etc.) (Mason 1980).
3. "Automatic Thoughts and Their Underlying Feelings."
The purpose of introducing these concepts was for clients to
recognize the connections between their negative thoughts
and beliefs which may consequently result in negative
emotions (such as depression). This process was intended to
assist clients in alleviating their present depression and
preventing further elevation of their depression. Automatic
thoughts were defined as thoughts which are created rapidly
in the mind (i.e., the first thought which pops into one's
mind). The purpose of this topic was to explain the
cognitive concepts of automatic thoughts and underlying
feelings (emotional reactions to automatic thoughts) and
their relation to depression (Beck et al. 1979).
Journal writing. This activity was developed by the
researcher. Clients had the opportunity to summarize for
themselves what they learned in the group. The primary
purpose of this activity was to improve the clients'
awareness of the material learned during the sessions.
Furthermore, it was hoped this activity would reinforce in
the clients further compliance with the learned material.




This material was introduced by the researcher, who
functioned also as the group leader. The material used in
this intervention program was adapted from the Daily Record
of Dysfunctional Thoughts (DRDT), developed by Beck et al.
(1979). The purpose of this material was to give clients an
opportunity to recognize and change their negative thoughts.
By using this strategy, the clients could catch their
irrational negative thoughts. The modified version of this
form, the Daily Record of Negative Thoughts (DRNT) was
utilized in Sessions II-IV. This modification was made in
order to make it easier for all study participants to
understand and complete this form. It was given to clients
to self-record the negative thoughts which caused them
negative emotions (i.e., depression) in the past week.
Furthermore, clients were encouraged to construct a list of
rational responses to their negative thoughts (see Appendix
B) .
Outline of Group Therapy Sessions
The two-hour group therapy program sessions (Sessions
I-IV) are described in this section.
Session I
1. Introduction; Initially, the participants entered
the Pain Treatment Center's conference room and selected
seats. The group leader and all group members then
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introduced themselves. At this time each group member
shared his or her coping style in order for the group
members to learn from each other's positive points. In
addition, it allowed the group leader to become familiar
with each group member's way of adapting to his or her
present situation and coping with pain and depression.
2. Discussion of group expectations; The group leader
discussed the importance of the following group expectations
in order to encourage and promote clients' commitment to the
program. The group expectations consisted of the following:
(1) the group members will be on time, (2) the group members
will attend all meetings, and (3) the group members will
observe confidentiality (Egan 1973).
3. Discussion of coping with depression: The group
members were asked to take two minutes and think about that
day's topic for discussion. The group leader encouraged
group members to give feedback to one another. The group
leader facilitated the discussion.
4. Autogenic training: The group leader asked the
group members to get calm and comfortable in their seats and
to close their eyes. At that time the group leader
proceeded with the autogenic phrases (see Appendix A). The
members were asked to repeat each phrase. The group members
were asked to practice the autogenic phrases twice daily for
ten minutes each time.
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5. Group processing; The group leader facilitated a
discussion by group members regarding their bodily
experience (i.e., any increase or decrease of tension in any
of their muscle groups) while or after going through
autogenic training, in order to increase their awareness of
their body.
6. Break: The group members took a break.
7. Education: The topic of the positive benefits of
exercise was discussed, and the group leader spoke to the
group members about the day's topic and its concepts.
Furthermore, the group members were encouraged to enter into
discussion on this topic.
8. Journal writing. The group members recorded in
their journals those points they learned from this session.
Session II
1. Education: The group leader discussed the concepts
of the Fight or Flight Response. The group members were
encouraged to discuss the day's topic.
2. Autogenic training: This was a repeat of the
autogenic training detailed in Session I.
3. Group processing: This was a repeat of the group
processing training detailed in Session I.
4. Education: The group leader explained the
cognitive concepts of automatic thoughts (our thoughts which
are created in our mind so rapidly) and underlying feelings
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(our emotional reactions to these thoughts) and their
relation to depression (Beck et al. 1979). The group
members discussed this topic and received feedback from each
other and the group leader.
5. Break: The group members took a break.
6. Distribution of the Daily Record of Negative
Thoughts (DRNT); The group leader distributed a handout
(see Appendix B) and explained how to use the DRNT (Beck et
al. 1979). The members were asked in this session to write
down at least one negative thought and its underlying
feeling that occurred during the last week.
7. Discussion; The group members were asked to take
two minutes and think about that day's topic for discussion;
"Depression! Who Is Responsible?" The group leader
encouraged group members to give feedback to one another.
The group leader facilitated the discussion.
8. Journal writing: This was a repeat of the journal
writing detailed in Session I.
Session III
1. Review of the Daily Record of Negative Thoughts
(DRNT); The purpose of this activity was for clients to
review their identified negative thoughts and their rational
alternatives which they listed in the last session and to
receive feedback from group members and the group leader in
this regard. The group members read their automatic
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thoughts, underlying feelings, and alternative rational
thoughts. The group members were invited to participate in
discussion and feedback, and they were encouraged to assist
each other with exploring more rational responses or
alternatives.
The group leader distributed the DRNT. The members
were asked in this session to write down at least one
negative thought and its underlying feeling that occurred
during the last week.
2. Discussion: The group leader stated the topic for
the day: "Why Monitor My Thoughts? What Good is Awareness?"
The group members were asked to take two minutes and think
about the day's topic for discussion. The group leader
encouraged group members to give feedback to one another.
The group leader facilitated the discussion.
3. Autogenic training: This was a repeat of the
autogenic training detailed in Session I.
4. Group processing: This was a repeat of the group
processing training detailed in Session I.
5. Break: The group members took a break.
6. Termination: The group leader alerted the members
to the fact that the group was coming to an end so that they
could move more aggressively toward their goals in the
remaining session. The group leader informed the group
members that the group would be ending in the next session.
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The group leader allowed a few minutes for processing of
this issue by the members.
7. Distribution of handouts: The group leader
distributed the Daily Record of Negative Thoughts (DRNT).
8. Journal writing: This was a repeat of the journal
writing detailed in Session I.
Session IV
1. Review of the Daily Record of Negative Thoughts
(DRNT); This was a repeat of the DRNT detailed in Session
III.
2. Discussion; The group members were asked to take
two minutes and think about the topic for that day: "Moving
on with What I Have Learned." The group leader then
facilitated the discussion among members.
3. Autogenic training: This was a repeat of the
autogenic training detailed in Session I.
4. Group processing: This was a repeat of the group
processing training detailed in Session I.
5. Break: The group members took a break.
6. Deal with termination: The group leader encouraged
the members to express their feelings and to discuss any
unfinished business, so that the group could reach closure.
The group leader talked about saying goodbye and had group
members reflect on what it is like to say goodbye. The
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group members were allowed to finish any unfinished business
at this time.
7. Discussion: The topic for discussion was: "My
Regrets and My Best Wishes." The group members talked about
what they did not do in the group and what they learned in
the group process. They were encouraged to talk about what
they wished to do in the future to manage their pain and
depression more effectively.
8. Posttest/party: The group members completed the
Beck Depression Inventory (BDI) and the Visual Analogue
Scales (VAS). Refreshments were served, and the group
members were allowed to talk among themselves. The group
members were thanked for their participation.
Research Team
The research team consisted of the researcher and a
co-researcher. The researcher functioned as group leader
and administered the pretest and posttest instruments. The
researcher had a year-long training and certification in
cognitive therapy. In addition, the researcher was trained
in relaxation therapy. The researcher was also trained in
and was familiar with the administration and scoring of the
BDI and the VAS.
The Pain Treatment Center's director, who is also an
associate professor of anesthesiology at the medical school,
functioned as the co-researcher in selection and medical
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screening of the appropriate clients for this study. This
procedure allowed the researcher to have access to an
appropriate pool of clients with chronic low back pain
associated with a myofascial component: chronic muscle spasm
"due to excessively repetitive or sustained muscular
contraction" due to pathology or abuse (Simons and Travell
1983, 2).
Researcher's Responsibilities
The researcher was responsible for the overall
planning, implementation, and supervision of the study. The
researcher administered and scored the pretest and posttest
measures.
Subject Pool
The subject pool consisted of all those adult clients
with chronic low back pain associated with a myofascial
component who sought treatment at the Pain Treatment Center
of the university school of medicine. Furthermore, these
subjects were chosen from among those participants who
obtained a score of sixteen or above on the Beck Depression
Inventory (BDI).
The subjects consisted of adult males and females
within the age range of eighteen to seventy-five who
possessed at least a sixth grade education and have
experienced chronic low back pain associated with a
myofascial component for a minimum period of six months. In
33
addition, they were willing, able, and available to
participate and cooperate in all phases of the treatment.
Finally, they also agreed to sign an Informed Consent Form
(see Appendix C). The subjects selected for this research
received different medical interventions during the course
of this research (i.e., taking nonnarcotic analgesics such
as aspirin or ibuprofen, receiving stretching exercises, and
also receiving trigger point injections with local
anesthetics).
Sample
The participants were randomly assigned to the
experimental or control group until a total of twenty-four
subjects were acquired. The mean age for the experimental
group was 49.5, and the mean age for the control group was
45.3.
The experimental group and the control group were very
similar in terms of gender, race, and education. The
experimental group consisted of eleven females and one male.
Three of the experimental group participants were black, and
nine were white. The control group participants consisted
of nine females and three males. Eleven of the control
group members were white, and one was black. Accordingly,
the sample population was overwhelmingly white and female.
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Instrumentation
Two instruments were used in this study. They were the
Beck Depression Inventory (Beck et al. 1961) and the Visual
Analogue Scales (Scott and Huskisson 197 6) . These
instruments are described in this section.
Beck Depression Inventory (BDI)
A great many studies (Keefe et al. 1986, Marshall and
Mazie 1987, Wierzbicki and Bartlett 1987) have used the BDI
(Beck et al. 1961) as a self-report tool for measuring
depression. This instrument is a twenty-one item inventory.
The BDI (Beck et al. 1961) was constructed to gather
from clinical observations symptoms exhibited by depressed
and nondepressed psychiatric clients. The clinical
examinations were incorporated into twenty-one closed-ended
items which list symptoms of depression and attitudes
related to depression. Studies related to depression had
indicated that these items were selected to evaluate the
depth of depression in psychiatric and normal populations
(Piotrowski, Sherry, and Keller 1985, Steer, Beck, and
Garrison 1986).
The reliability of the BDI was established in terms of
internal consistency and stability. Studies by Beck (1967)
and Beck and Beamesderfer (1974) showed that the BDI has
high internal consistency in psychiatric and nonpsychiatric
samples (Beck, Steer, and Garbin 1988). The mean internal
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consistency estimate, coefficient alpha, was 0.87; and with
respect to test-retest reliability, the BDI's correlations
are greater than 0.60 (Beck, Steer, and Garbin 1988). In
addition, the high correlations for the nonpsychiatric
groups imply that the BDI does, indeed, show substantial
stability.
Evaluation of the BDI (Beck, Steer, and Garbin 1988)
indicated that the instrument possesses high levels of
concurrent and construct validity. Concurrent validity of
the BDI in regard to other measures of depression has been
reported to be very high. Beck, Steer, and Garbin (1988)
stated that the BDI showed strong and positive relationships
with four well-established instruments measuring depression:
1. The Hamilton Psychiatric Rating Scale for
Depression (HRSD): the range for correlation coefficients
was from 0.57 to 0.86 for psychiatric clients and from 0.73
to 0.80 for nonpsychiatric clients.
2. The Zung Self-Reported Depression Scale: the range
for correlation coefficients was from 0.70 to 0.83 for
psychiatric clients and from 0.62 to 0.78 for nonpsychiatric
clients.
3. The Minnesota Multiphasic Personality Inventory,
Depression Scale (MMPI-D): the range for correlation
coefficients was from 0.41 to 0.70 for psychiatric clients
and from 0.56 to 0.63 for nonpsychiatric clients.
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4. The Multiple Affect Adjective Check List Depression
Scale (MAACL-D): the range of correlation coefficients was
from 0.59 to 0.66 for psychiatric clients.
Similar correlations were also discovered between the
BDI and various other instruments used for measuring
depression. Previous studies, such as those of Conde and
Esteban (1976) and Gallagher, Nies, and Thompson (1982),
supported the BDI's ability to distinguish between
psychiatric and nonpsychiatric clients (Beck, Steer, and
Garbin 1988).
Construct validity was strong, as reported by Beck,
Steer, and Garbin (1988). The BDI was able to detect a good
number of relationships proposed between biological,
adjustment, and anxiety correlates representative of
depression.
Administration. The BDI (Beck et al. 1961) is
currently designed to be self-administered. It can be
completed within five to ten minutes. The BDI (Beck et al.
1961) was administered by the researcher at the pretest and
posttest periods to study subjects.
Scoring. To score the BDI (Beck et al. 1961), the
highest points earned from each question, which can be
scored from zero to three, are added together. This
results in a single (total) score (Beck, Steer, and Garbin
1988) .
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The Center for Cognitive Therapy has used the following
guidelines for BDI total scores with clients who are
diagnosed with an affective disorder: total score less than
10 = none or minimal depression; 10-18 = mild to moderate
depression; 19-29 = moderate to severe depression; and
30-63 = severe depression (Beck, Steer, and Garbin 1988).
Visual Analogue Scales (VAS)
This is a very useful instrument which assesses
subjective pain intensity. It is widely and frequently used
in research and practice (Carlsson 1983).
The VAS scale consists of a 10 cm. line with one end
point defined as "No pain" and the other as "Severe pain"
(see Appendix D). For the purpose of this study a 12.3 cm.
line was used as an adaptation provided by the Pain
Treatment Center.
According to various research, the VAS has been found
to be a valid and reliable instrument to assess subjective
pain intensity and the unpleasantness of pain (Price et al.
1983, Scott and Huskisson 1976, 1979). In addition, the
VAS has proven to be reliable to measure chronic or
experimentally induced pain (Price et al. 1983). The
VAS has been found to correlate well (r = +0.70) with
physicians' ratings of the clients' improvement (Price et
al. 1983). In addition, the VAS also correlates well with
verbal and numerical rating scales (Carlsson 1983).
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Furthermore, Carlsson (1983) indicated that the main
advantage of the VAS is its high degree of "sensitivity" to
pain, and it is most used for the measurement of clinical
pain.
Administration. The VAS (Huskisson 1983) was designed
to be self-administered. Given a line which indicates
ascending levels of pain, the client is asked to place a
mark to designate his or her pain intensity level. This
instrument was administered by the researcher to the control
and the experimental subjects prior to and at the completion
of the experimental period.
Scoring. There are equal numbers of measurements at
all points on the line. Therefore, to score the VAS one
must simply divide the line into ten equal parts and read
the number which represents the client's pain intensity.
Procedure for Data Collection
There were three research periods associated with this
study: (1) the Preresearch Period, (2) the Research Period,
and (3) the Postresearch Period. Procedures for each of the
three periods are detailed below.
Preresearch Period
Procedure 1. Initially the clinic director of the Pain
Treatment Center of the major university school of medicine,
located in the southeastern United States, was contacted by
telephone in order to gain permission for this study.
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During this contact the purpose and procedures for this
study were explained.
Procedure 2. Following the telephone conversation, a
letter was sent to the Pain Treatment Center director by the
researcher indicating in detail the purpose and procedures
of this study.
Procedure 3. The pain clinic director informed this
researcher of the university's Human Investigations
Committee's approval of this study.
Procedure 4. The Pain Treatment Center director
conducted medical evaluations to identify the appropriate
clients with chronic low back pain associated with
myofascial symptomology.
Research Period
Procedure 5. The subjects who agreed voluntarily to
participate in this study as subjects were randomly selected
by the researcher using the active and identified clients at
the Pain Treatment Center. By using this procedure, all
subjects consisting of adult males and females within the
age range of eighteen to seventy-five who possessed at least
a sixth grade education and who had experienced back pain
associated with a myofascial component for six months were
selected for participation in the study.
Procedure 6. The Patient Informed Consent form (see
Appendix C), which was initially designed by the researcher,
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was revised by the university Human Investigations
Committee.
Procedure 7. The revised Informed Consent Forms were
distributed among subjects by the researcher. These
subjects signed the Informed Consent Form which stressed
the confidentiality of the participant's identity, the
participant's cooperation, and the right of the participant
to discontinue at any time (see Appendix C).
Procedure 8. The researcher administered the Beck
Depression Inventory (BDI) and the Visual Analogue Scales
(VAS) to all subjects involved in the research as a pretest
measure. This was conducted in the conference room at the
Pain Treatment Center.
Procedure 9. Twenty-four clients having BDI scores of
sixteen or above were randomly assigned to two groups of
twelve. One group of twelve was randomly designated as the
control group, and the other group of twelve was designated
as the experimental group.
Procedure 10. The Visual Analogue Scales which were
administered to the twenty-four subjects (the study
participants) previously were used as a part of a pretest
measure by the researcher.
Procedure 11. All treatment sessions (Sessions I-IV)
were conducted (see also Group Therapy Schedule, Appendix
F) . The treatment was delivered to two segments of eight
and four members, respectively, due to the clients' schedule
41
conflicts. These groups received the same treatment
intervention by the group leader.
Procedure 12. After completion of the treatment
with the experimental group, the BDI and VAS were again
administered to both the control and the experimental groups
by the researcher as posttest measures.
Procedure 13. The pretest and posttest data were
collected by the researcher for data analysis.
Postresearch Period
The Postresearch Period began after the study was
terminated and included the analysis of data and reporting
of results.
Data Analysis
The data were analyzed using the t_ test and Pearson
Correlation Coefficient statistical techniques. Results are
reported in Chapter IV.
Assumptions
The following assumptions were made for this study:
1. Subjects referred to the Pain Treatment Center
indeed experienced depression primarily caused by low back
pain.
2. Since the BDI and the VAS are self-report
instruments, it was assumed that the subjects responded
truthfully to the instruments.
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Limitations
The study was limited by the following factors:
1. The design of this study did not include assessment
of long-term effects of the treatment. Therefore, posttest
scores might not have reflected total effects of
intervention.
2. This study was based on the willingness of clients
to participate. Therefore, the results of this study may
not be generalizable to all adult referrals in the
population under study.
3. This study was limited to the extent that
depression and pain perception were measured utilizing
self-report instruments such as the Beck Depression
Inventory and the Visual Analogue Scales.
4. This study had far less access to male subjects who
volunteered for this study than their female counterparts.
Human Subject Contract
The Human Subject Contract, which is contained in the
Patient Informed Consent form, was explained to all subjects
prior to study participation. These forms were signed and
witnessed (see Appendix C).
CHAPTER IV
RESULTS AND DISCUSSION
This chapter contains the results and discussion of
research findings. The results, as reported in this
chapter, represent the outcome of the statistical analyses
of data collected using the Statistical Package for the
Social Sciences (SPSS) Version 4.1 for IBM (SPSS, Inc. 1991)
computer analysis package. The statistical procedures used
were the t_ test and Pearson Correlation Coefficient.
Beck Depression Inventory (BDI) Scores
Experimental Group vs. Control Group
Table 2 shows a significant difference in BDI scores
between the experimental and control groups (_t = -2.14,
£ = .044) . Furthermore, as shown in Table 2, the mean
change in depression as measured by the BDI gain score (the
difference between BDI pretest and posttest scores) was
M = -5.583 and M = 1.500 for the treatment group and the
control group, respectively.
Experimental Group Pretest and Posttest Scores
Table 3 shows a statistically significant difference
between the BDI pretest and posttest scores of the
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Table 2.—The t_ Test of BDI Scores for Experimental and
Control Groups









* £ < .05
Table 3.—The t_ Test of Pretest and Posttest BDI
the Experimental Group
Scores for
Source N Mean SD t_ Value £ Value
Pretest BDI 12 23.500 4.719
2.57 .026*
Posttest BDI 12 17.917 8.949
* £ < .05
experimental group (t_ = 2.57, £ = .026). The pretest mean
was 23.500, and the posttest mean was 17.917.
Control Group Pretest and Posttest Scores
Table 4 shows no statistically significant difference
between the BDI pretest and posttest score of the control
group (t_ = -0.60, £ = .560). The pretest mean was 21.333,
and the posttest mean was 22.833.
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Table 4.--The t_ Test of Pretest and Posttest BDI Scores for
the Control Group
Source N Mean SD t Value £ Value
Pretest BDI 12 21.333 4.716
-0.60 .560
Posttest BDI 12 22.833 8.892
Visual Analogue Scales (VAS) Scores
Experimental Group vs,. Control Group
Table 5 shows no statistically significant difference
in VAS scores between the experimental and control groups
(t = 1.33, £ = .197) . The mean for the experimental group
was 0.441, and the mean for the control group was -0.550.
Table 5.--The t Test of VAS Scores for Experimental and
Control Groups
Source N Mean SD t Value £ Value
Experimental 12 0.441 1.958
1.33 .197
Control 12 -0.550 1.685
Experimental Group Pretest and Posttest Scores
Table 6 shows no statistically significant difference
between the VAS pretest and posttest scores of the
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Table 6.—The t_ Test of Pretest and Posttest VAS Scores for
the Experimental Group
Source N Mean SD t Value £ Value
Pretest VAS 12 8.308 1.736
-0.78 .451
Posttest VAS 12 8.750 2.137
experimental group (t = -0.78, £ = .451). The pretest mean
was 8.308, and the posttest mean was 8.750.
Control Group Pretest and Posttest Scores
Table 7 shows no statistically significant difference
between the VAS pretest and posttest score of the control
group (t. = 1.13, £ = .282). The pretest mean was 7.800,
and the posttest mean was 7.250.
Table 7.—The t. Test of Pretest and Posttest VAS Scores for
the Control Group
Source N Mean SD t Value £ Value
Pretest VAS 12 7.800 2.071
1.13 .282
Posttest VAS 12 7.250 2.563
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Relationship of Age to Depression
and Pain Perception
Table 8 shows no statistically significant correlation
was found between age and the pretest depression scores
of the participants (N = 24) of this study (r = .0309,
£ = .886). Table 8 also shows no statistically significant
correlation was found between age and the pretest pain
perception scores of the participants (N = 24) of this study
(r = .3183, £ = .130).
Table 8.—Correlation of BDI and VAS Scores with Age
Source N r £
BDI 24 .0309 .886
VAS 24 .3183 .130
CHAPTER V
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Summary
The main purpose of this study was to determine if
there was a statistically significant difference in
depression and pain perception between those adults with
chronic low back pain who participated in a specific group
intervention program and those who did not. The Beck
Depression Inventory (BDI) and the Visual Analogue Scales
(VAS) were administered to fifty-four adult (age eighteen to
seventy-five) males and females who were suffering from
chronic low back pain with a myofascial symptomology with at
least a sixth grade education and at least six months
history of chronic low back pain. From those volunteer
subjects, two groups of equal size who scored at least
sixteen on the BDI were formed using random sampling. This
resulted in two groups with twelve members each. One group
served as a control group, while the other group was the
experimental group.
The experimental group participated in a four-week
group intervention program developed by the researcher. The
control group did not participate in the intervention
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program. Data analysis was completed utilizing t-test
procedures and Pearson Correlation Coefficient to test four
major hypotheses.
The first null hypothesis stated that there will be
no statistically significant difference in depression
between clients with chronic low back pain who participated
in the group therapy program and those who did not. The
results showed a statistically significant difference in
depression between clients with chronic low back pain who
participated in the group therapy program and those who did
not. Therefore, Hypothesis 1 was not accepted. Thus the
group therapy program developed for this study appeared to
be effective in reducing depression of individuals with
chronic low back pain.
The second null hypothesis stated that there will be no
statistically significant difference in pain perception
between clients with chronic low back pain who participated
in the group therapy program and those who did not. The
results showed no statistically significant difference in
pain perception between clients with chronic low back pain
who participated in the group therapy program and those who
did not. Therefore, Hypothesis 2 was accepted. Thus the
group therapy program developed for this study appeared not
to be effective in reducing pain perception of individuals
with chronic low back pain.
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The third null hypothesis stated that there will be no
statistically significant correlation between depression and
age of clients with chronic low back pain. The results
showed no statistically significant correlation between
depression and age of clients with chronic low back pain.
Therefore, Hypothesis 3 was accepted, thus indicating that
there is not any relationship between clients' age and their
depression.
The fourth null hypothesis stated that there will be
no statistically significant correlation between pain
perception and age of clients with chronic low back pain.
The results showed no statistically significant correlation
between pain perception and age of clients with chronic low
back pain. Therefore, Hypothesis 4 was accepted, thus
indicating that there is not any relationship between
clients' age and their pain perception.
Conclusions
Wierzbicki and Bartlett (1987), Marshall and Mazie
(1987), and Turner (1982) have pointed to the effectiveness
of group therapy in the treatment of depression among
chronic low back pain clients. The results of this study
provide evidence for the effectiveness of a specific group
therapy program in alleviating depression among individuals
with chronic low back pain. This study utilizing components
of cognitive therapy shows that cognitive therapy, even when
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conducted for a short period of time, can be an effective
mode of intervention with depressed clients experiencing
chronic low back pain. Furthermore, it appears that the
psychoeducational topics and activities utilized in this
study, such as group processing and homework assignments
(i.e., filling out the DRNT forms), enhanced clients'
insight into their depression and increased their problem
solving ability. Finally, the addition of autogenic
training appears to have helped the experimental subjects to
gain some sense of self-regulation and self-control over
physical and mental states. Learning relaxation techniques
might have had a role in reduction of depression in
experimental participants.
The results of this study, on the other hand, did not
show that the intervention program had any significant
effect on the pain perception of the experimental group. In
other words, pain perception remained stable throughout the
study for the experimental group. A factor which might have
contributed to the lack of significant change in pain
perception among the experimental group was that a number of
the participants in this study, especially those of the
experimental group, were workers' compensation cases. It is
possible that they might have had difficulty in revealing
their true pain perception level, since this could affect
their attempts to recover losses through litigation.
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There was no significant relationship between the age
and depression or pain perception scores of the participants
of this study. This factor could be attributed to the fact




Given the paucity of therapeutic approaches for clients
with chronic low back pain, a great need is indicated for
more research concerning group therapy approaches for
treating individuals with depression induced by chronic low
back pain. First, this study should be replicated with a
wide variety of clients (i.e., those clients who are not
workers' compensation cases) in order to rule out any biases
in regard to litigation procedures. In addition, in
replicating this study it is hoped that more sensitive
instruments can be developed.
While the statistical results of this study showed no
significant effect on pain perception of adults with chronic
low back pain, it is suggested that longer sessions might be
more effective in alleviating pain perception of adults with
chronic low back pain. Furthermore, due to the low number
of male participants in this study (one male in the
treatment group and three males in the control group), it
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might be useful to replicate this study with subjects
including males and females.
The literature suggests strongly and the present study
supports the effectiveness of group therapy with cognitive
therapy orientation and group therapy in general in
reduction of depression in adult clients with chronic low
back pain. Consequently, it is recommended that anyone who
utilizes such methods with the above population include
autogenic training in the group treatment program.
Autogenic training is likely to enhance the effectiveness
and speed the reduction of the clients' tension and
consequently depression with pain syndrome, and especially
those suffering from chronic low back pain.
A Group Therapy Program
A major outcome of this study was the finding that
participation in the group therapy sessions alleviated
depression in subjects who are suffering from chronic low
back pain. The testing of Hypothesis 1 revealed that the
difference in levels of depression (as measured by the Beck
Depression Inventory) between the experimental and control
gruops was statistically significant.
The importance of this outcome is critical. While
the sessions did not directly alleviate the pain of
participants, the fact that depression was impacted has
strong implications. Accordingly, it is recommended that
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the influence of group therapy utilizing cognitive therapy
techniques and autogenic training on depression be
instrumental in the treatment package for persons suffering
from chronic low back pain. The combination of pain and
depression can be lethal for clients. If treatment can be
introduced which reduces depression, the overall state of
the client's health may be improved significantly.
Implications for Counseling
As was indicated earlier in the literature review,
the four leading causes of chronic pain are back conditions,
headaches, arthritis, and cancer; chronic back pain appears
to be the most significant and costliest in America (Houpt
et al. 1979). It is apparent that the present study
provides opportunities for future research on the impact of
a group therapy program on depression and pain perception of
adults with chronic low back pain and also for efforts to





My right arm is heavy.
My left arm is heavy.
My right leg is heavy.
My left leg is heavy.
My neck and shoulders are heavy.
My right arm is warm.
My left arm is warm.
My right leg is warm.
My left leg is warm.
My neck and shoulders are warm.
My heartbeat is calm and regular.
I feel calm.
My breathing is calm and regular.
My abdomen is warm and calm.
I am calm and relaxed.
My forehead is cool and calm.
I am refreshed and completely alert. (Mason 1980)
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Appendix B






which caused you to have
a negative fecling(s), i.e.
sad, anxious, angry, etc.
FEEUNG(S)




2. Rate the degree
you felt these
negative feelings
by giving it a
number from 1-100
THOUGHT(S)
1. Below, list your
thoughl(s) that came
to your mind just
before those negative
feelings.




1. Below, list your reasonable
response(s) to the thoughts
you listed in the
THOUGHT(S) column.




1. Re-rate how much you believe in
the thought(s) you listed in the
THOUGHT(S) column at this time,
0-100%.
2. Again re-rate the degree you felt
those negative feeling(s) at this
time, 0-100%.
EXPLANATION: When you experience an unpleasinl feeling(j), note the situation that seemed to cause your feeling(s). (If the feeling(s) happened while you were thinking,
daydreaming, etc., please note this.) Then note the thought associated with the feeling. Record the degree to which you believe this thought: 0% = not at all; 100% = completely. In






I, agree to participate in this research
conducted by Iraj Mehrvarz (Ph.D. student, Claris Atlanta University,
Counseling and Human Development; Atlanta, GA) and Dr. William Hammonds
designed to determine the effectiveness of a group therapy program on
depression and pain perception of chronic low back pain patients.
All patients who participate will be assigned to one of two groups in
order to achieve chance distribution. All patients in both groups will
receive standard medical treatment. One group will attend a series of
four sessions in which they will learn relaxation training and will
participate in group discussion about pain and feelings. Both groups
will complete two, one-page questionnaires at the beginning of the
session and two questionnaires at the end of the session.
As a participant in this study, I will receive either four group therapy
sessions, and the standard medical treatment program, or the standard
medical treatment program alone. At any time, for any reason, I may
drop out of the study. If I elect to drop out, that action will not
influence my treatment at the Pain Treatment Center. I will be given
good medical care regardless of my participation in this study. Instead
of participating in the study, I may receive standard treatment.
There will be no charge for the group sessions, or relaxation training.
No other compensation is offered. Based on past experiences, there are
no side effects of such intervention. Although group sessions and
relaxation training are widely used in pain therapy, there are no proven
benefits. Emory University has made no provisions for payment of costs
associated with any injury from participation in this study.
If I have any questions, regarding this study, or my rights as a
patient, I may contact Dr. William Hammonds at (404) 321-0111, ext.
3952. My medical records will be kept confidential except for review by
those individuals conducting this study.







NAME: DATE FORM FILLED OUT:
At any given point in time, we would like for you to
think of your pain intensity as falling somewhere
between having no pain (0%, lowest point) up to having
pain "as bad as it could be" (100%, highest point).
Please estimate your average pain intensity over the
last week by making a vertical (up and down) mark |
somewhere along the line below. This will give us an




1 1. 1 1 I l-i 1 . 1 1 I 11 I I I 1 I I—3-00%
pain as





Letters of Permission for Research
EMORY UNIVERSITY SCHOOL OF MEDICINE
WOODRUFF HEALTH SCIENCES CENTER ADMINISTRAT ION BUILDING
\w l440Clilion Road. N.E. Atlanta. Georgia 30322
OFFICE OF THE DEAN (4041 727 5630
FAX (4041 727-0473
Human Investigations Committee
Date: August 2, 1990





Your protocol, with co-investigator Iraj Mehrvarz, entitled
"Impact of a Group Therapy Program on Depression and Pain
Perception of Adults with Chronic Low Back Pain," has been
reviewed by members of the Human Investigations Committee. They
have approved the protocol and thus, you have Chairman's approval
to commence the study. It will be presented at the next meeting.










EMORY UNIVERSITY SCHOOL OF MEDICINE
WOODRUFF HEALTH SCIENCES CENTER ADMINISTRATION BUILDING
U40Clilion Road. N.E. Atlama. Georgia 30322
OFFICE OF THE DEAN (4041 727-5630
FAX: (4041 727-0473
Human Investigations Committee
Date: September 7, 1990





This letter will inform you that your research proposal entitled
"Impact of a Group Therapy Program on Depression and Pain
Perception of Adults with Chronic Low Back Pain"
and your informed consent have been approved by the Human
Investigations Committee.
This approval is valid for one year. Any serious reactions
resulting from this study should be reported immediately to the
Committee, to the Departmental Chairperson, and to any sponsoring
agency or company. Approval is contingent upon your agreement to
obtain informed consent from your subjects, to abide by the
policies and procedures of Emory University School of Medicine
with regard to use of human subjects in investigation in keeping
with the University Assurance document, and to keep appropriate
records concerning your subjects.
Please note that this study has been considered by the Committee
to be human subjects at risk. The determination of at risk has
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61
UNI VERS ITT of PENNS YL VANIA
PHILADELPHIA 19104-3246
Center for Cognitive Therapy
Iraj Mehrvarz








On behalf of Aaron T. Beck, M.D., I am responding to your recent inquiry regarding
our research scales.
You have Dr. Beck's permission to use and reproduce the scale(s) checked below
only for the designated research project that you described in your letter. There
is no charge for this permission.
However, in exchange for this permission, please provide Dr. Beck with
a complimentary copy of any reports, preprints, or publications you prepare in
which our materials are used. These will be catalogued in our central library
to serve as a resource for other researchers and clinicians.
1
I atj enclosing a copy of the scale you requested.
Beck Depression Inventory (BDI)
Saak Anulety Inventory (BA i
Hopelessness Scale (HS.y
■Suicide Intent Scalar ISIS.)
Scale for Suicijie Ideation (SSI)
Cognition Checklist (CCL)
Sociotro<(y-Autonomy Scale (SAS)
DysErfnctional Attitude Scale (DAS)
r.k—Self-Concept Tear (. RSCT)




for Aaron T. Beck, M.D.
Director, Center for Cognitive Therapy
Enclosure s
THE PSYCHOLOGICAL CORPORATION
555 ACADEMIC COURT, SAN ANTONIO. TEXAS 78204-2498
TELEPHONE: (512) 299-1061 TELEX: 5106015629 TPCSAT FAX: (512) 270-0327
April 30, 1991
I raj Hehrvarz
2456 Springdale Road, S.W.
Atlanta, GA 30315
Dear Mr. Mehrvarz:
Thank you for your fax of April 26 concerning the inclusion of the Beck
Depression Inventory in the appendix of your dissertation.
As I explained on the telephone today, we will not allow the inclusion
of the test in its entirety in your dissertation for reasons of test
security. Most dissertations are microfilmed, which does not limit
access to the test.
We hope that you can understand our position in this matter. If you
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PHILADELPHIA 19104-3246
Center for Cognitive Therapy
Iraj Menrvarz, Ph.D.
CLARK ATLANTA UNIVERSITY








On behalf of Aaron T. Beck, M.D., I am responding to your recent inquiry regarding
our research scales.
You have Dr. Beck's permission to use and reproduce the scale(s) checked below
only for the designated research project that you described in your letter. There
is no charge for this permission.
However, in exchange for this permission, please provide Dr. Beck with
a complimentary copy of any reports, preprints, or publications you prepare in
which our materials are used. These will be catalogued in our central library
to serve as a resource for other researchers and clinicians.




Daily Record of Dysfunctional
Thoughts
Scale for Suicide Ideation (SSI)
Cognition Checklist (CCL)
Sociotropy-Autonomy Scale (SAS)
Dysfunctional Attitude Scale (DAS)
-ar-o r> fucrT\




for Aaron T. Beck, M.D.
Director, Center for Cognitive Therapy
64
UNI VERS ITT of PENNS YE VANIA
PHILADELPHIA 19104-3246
Center for Cognitive Therapy Please reply to:
Room 602





2456 Springdale Road, SW
Atlanta, GA 30315
Dear Mr. Mehrvarz:
You have Dr. Aaron T. Beck's permission to change the "Daily Record
of Dysfunctional Thoughts" as described in your letter dated April 29,
1991 for your dissertation entitled, Impact of Group Therapy Program
on Depression and Pain Perception of Adults with Chronic Low Back Pain.
In return for this permission, Dr. Beck would appreciate receiving
a copy of your dissertation to be added to our central library to serve
as a resource for other researchers.
Sincerely,
Karen A. Madden
Assistant to Aaron T. Beck, M.D.





Therapy Name of the Time period Group Measures





20 Min. Exp. /
Control
B.D.I./
V . A. S .
Session 1. Introduction 20 Min. Exp. NA
I only
2. Discussion 10 Min. Exp. NA
only
3. Discussion 10 Min. Exp. NA
only
4. Autogenic 10 Min. Exp. NA
training only
5. Group 10 Min. Exp. NA
Processing only
6. Break 10 Min. Exp. NA
only
7. Education 40 Min. Exp. NA
only




Therapy Name of the Time period Group Measures
Session Activity Allocated Involved Administere<
Session 1. Education 20 Min. Exp. NA
II only
2. Autogenic 10 Min. Exp. NA
training only
3. Group 15 Min. Exp. NA
Processing only
4. Education 20 Min. Exp.
only
NA
5. Break 10 Min. Exp. NA
only
6. Distribution 20 Min. Exp. NA
of D.R.N.T. only
7. Discussion 15 Min. Exp.
only
NA














Session 1. Review of 30 Min. Exp. NA
III the D.R.N.T. only
2. Discussion 20 Min. Exp. NA
only
3. Autogenic 10 Min. Exp. NA
training only
4. Group 10 Min. Exp. NA
Processing only
5. Break 10 Min. Exp. NA
only
6. Termination 25 Min. Exp. NA
only
7. Distribution 5 Min. Exp. NA
of the D.R.N.T. only




Therapy Name of the Time period Group Measures
Session Activity Allocated Involved Administered
Session 1. Review of 20 Min. Exp. NA
IV the D.R.N.T. only
2. Discussion 20 Min. Exp. NA
only
3. Autogenic 10 Min. Exp. NA
training only
4. Group 5 Min. Exp. NA
Processing only
5. Break 10 Min. Exp. NA
only
6. Deal with 35 Min. Exp. NA
termination only
7. Discussion 20 Min. Exp. NA
only
Total 2 Hours
8. Party 20 Min. Exp. NA
Post- Post-test 20 Min. Exp. / B.D.I . /
test
Period
measures Control V . A . S .
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